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Context: The Affordable Care Act provides new Medicaid coverage to an esti-
mated 12 million low-income adults. Barriers to access or quality could hamper
the program’s success. One of these barriers might be the stigma associated with
Medicaid or poverty.

Methods: Our mixed-methods study involved 574 low-income adults and
included data from an in-person survey and follow-up interviews. Our analysis
of the interviews showed that many participants who were on Medicaid or
uninsured described a perception or fear of being treated poorly in the health
care setting. We defined this experience as stigma and merged our qualitative
interviews coded for stigma with our quantitative survey data to see whether
stigma was related to other sociodemographic characteristics. We also examined
whether stigma was associated with access to care, quality of care, and self-
reported health.

Findings: We were unable to identify other sociodemographic characteristics
associated with stigma in this low-income sample. The qualitative interviews
suggested that stigma was most often the result of a provider-patient interac-
tion that felt demeaning, rather than an internalized sense of shame related to
receiving public insurance or charity care. An experience of stigma was associ-
ated with unmet health needs, poorer perceptions of quality of care, and worse
health across several self-reported measures.

Conclusions: Because a stigmatizing experience in the health system might
interfere with the delivery of high-quality care to new Medicaid enrollees,
further research and policy interventions that target stigma are warranted.

Keywords: health care, user’s experiences, health insurance, poverty, stigma.

I n 2014, the Patient Protection and Affordable Care Act
(ACA) offered states the option to expand Medicaid to millions of
low-income, uninsured citizens, although several states had already
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implemented some kind of Medicaid expansion program. These “early-
expansion” states served as test cases that offer lessons about how low-
income populations interact with the health care system once they gain
access to coverage. A recent evaluation of an early-expansion state found
that insurance coverage removes some, but not all, barriers to quality
care.1

Oregon was a special test case because the state used a lottery system to
determine who would be allowed to apply for coverage under the state’s
early Medicaid expansion program. A broad mixed-methods research
effort took advantage of this randomization mechanism to evaluate the
causal effects of Medicaid on health care use, health outcomes, and
financial well-being.2

To provide context and richness to the quantitative data collected
in Oregon—which included surveys, biomarker data, and administra-
tive data—we conducted hundreds of qualitative interviews with survey
respondents. Interviews covered the attitudes, behaviors, and care expe-
riences of a low-income population similar to those eligible for health
coverage under an ACA Medicaid expansion. The interview data reveal
an important story that would have been difficult to find from numbers
alone: a story about what it means to be poor, what being poor means
when you go to the doctor, and how difficult it can be to engage with
the health care system when you believe that the system might not want
much to do with you.

Background: Why Stigma Matters

The overarching goal of the ACA’s Medicaid expansion is to improve the
health security of low-income adults by providing access to affordable,
high-quality health care.3 Before Medicaid was expanded, cost often
prevented the low-income uninsured from accessing care. Now, however,
this financial barrier has been removed for many, so the use of health
services is expected to increase.4-6

Removing the financial barriers to care may not guarantee greater
access or better health outcomes for all people, however. Despite
the medical advancements and incremental increases of public health
coverage in the United States, wide disparities in health care access and
outcomes persist. Researchers have long documented nonfinancial bar-
riers to health, and models of access to care have shifted from a focus
on affordability to a framework that accounts for the dynamic ways that
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individuals interact with providers and the health care system.7 Thomas
and Penchansky, for instance, proposed the concept of acceptability as an
additional dimension of access, which captures the relationship between
the preferences of both patients and providers. According to this model,
a provider’s refusal to accept a form of insurance is an acceptability bar-
rier, but so are the patients’ and providers’ perceptions of each other in
regard to race, class, age, or other sociodemographic characteristics.8

Other models demonstrate that barriers to access extend beyond the
first health care visit. Andersen’s behavioral framework, for example,
found consumer satisfaction to be a factor in determining whether or not
an individual will continue to seek necessary care.9 Eisenberg and Power
identified 6 other “points of vulnerability” that policymakers should
consider if the goal of coverage is to ensure that Americans receive high-
quality health care. According to their model, just as voltage is lost when
electric currents encounter resistance, so the potential to receive high-
quality care is diminished when patients encounter structural resistance.
After access to coverage, other points of vulnerability are take-up of
available coverage, having a good network of providers and a range
of covered services, being able to make informed choices, obtaining a
regular source of primary care, having access to referrals when needed,
and receiving a good quality of care.10 Eisenberg and Power’s model has
been useful in evaluating the expansion of public insurance to children.11

With the expansion of Medicaid, a vulnerability for the newly eligible
may be attitudes toward and perceptions of Medicaid. For example, a
recent study suggests that the lower take-up of Medicaid in conservative
states may be related to a high prevalence of negative opinions of public
insurance programs.12 Another vulnerability may be the limited supply
of willing primary care providers to serve Medicaid beneficiaries. A
nationally representative survey of office-based physicians in 2011 found
that one-third were not accepting new Medicaid patients. Although
higher payments for primary care services under the ACA will likely
convince more providers to accept Medicaid recipients, other features
of Medicaid programs still may deter some clinicians from accepting
newly covered patients.13 That is, some providers are reluctant to serve
Medicaid patients, who often face challenging socioeconomic factors
that adversely affect their health and access to care, thus making it dif-
ficult to serve them.14 In addition, despite limited supportive evidence,
some providers believe that Medicaid patients are more litigious.15

A provider’s beliefs about the ACA, people in poverty, or those who
receive public coverage will influence access through their decision to
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accept or not accept Medicaid insurance. These attitudes may also influ-
ence quality through the provider’s ability to engage Medicaid patients,
to communicate with them effectively, or to encourage their compliance
with follow-up or self-care instructions.

Sociologists who study income inequality have well documented a
stigma associated with poverty, and some have explored how the stigma-
tization of poverty affects the delivery of health care.16,17 Experts dif-
ferentiate between “internalized” and “experienced” stigma, which also
is called “perceived discrimination.”18 “Internalized” stigma is an in-
trapersonal phenomenon, meaning that individuals may carry it into the
health care setting when they apply negative stereotypes of a stigmatized
identity to themselves.19 People feel “experienced” stigma when they
believe that they have been discriminated against, based on stereotypes,
during an interpersonal interaction.20 Studies have identified multiple
circumstances in health care in which patients reported discrimination
and stigma related to race,21,22 or specific health conditions such as
HIV23 or mental illness.24 A recent study of individuals with chronic
illness found that their perception of stigmatization during a health care
encounter led to less use of health care services.25

This article explores stigma in the health care setting for low-income
patients, many of whom were newly insured by Medicaid. Our data offer
a unique perspective on a population similar to the millions of indi-
viduals who will be enrolling in Medicaid in the coming years. These
patients’ experience of stigma emerged as a theme in the qualitative
interviews that we conducted as a follow-up to a structured, in-person
survey. The purpose of this research was to examine whether the expe-
rience of stigmatization was associated with identifiable socioeconomic
or systemic characteristics and additionally to see if the experience of
stigma was related to outcomes such as health care access, quality, and
self-reported health. To assess these relationships, we used both qualita-
tive and quantitative methods.

Methods

Study Context

In a limited 2008 expansion, the state of Oregon created 10,000 addi-
tional spots in its Medicaid program, the Oregon Health Plan (OHP).
Those who wanted to apply put their name on a list, from which they
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were chosen by lottery for the opportunity to apply for OHP. Our
study sample was drawn from this registration list and was composed
of low-income, nonelderly adults in the Portland, Oregon, area. From
September 2009 through December 2010, we collected in-person sur-
vey data from 12,229 individuals, about half of whom “won” the ability
to apply for coverage. The survey covered access, use of care, personal
finances, and perceived health. Details about the parent study popula-
tion, survey methodology, and findings are published elsewhere.5 The
respondents in this quantitative survey formed the sample population
for our qualitative follow-up interviews.

Focus Groups

In September 2010, we convened 2 focus groups of study participants
from our in-person survey. One group consisted of those who did not
win the lottery, and the other consisted of those who had won the lottery
and received coverage. These focus groups offered a broad overview of
the experiences of the insured and the uninsured that would inform
our future qualitative data collection. The uninsured group discussed
how they avoided seeking health care and described the frustrating
encounters they had had with the system when they did seek care.
Despite having insurance coverage, the insured group also reported
barriers to access. But they also felt a sense of security as a result of
having insurance and mentioned notable improvements in their health
and well-being. We analyzed the narrative data from the focus groups
to use as a reference in designing tools for individual interviews and our
initial coding dictionary.

Qualitative Interviews

In 2011, we drew a random subsample of 790 participants from an
in-person survey to recruit for open-ended, face-to-face qualitative
interviews. Our large sample size reflected our plan to gather detailed
information from our subgroups of interest.

Recruitment and Sample

We conducted the interviews between May and September 2011.
We recruited the participants by phone, gave them the choice to be
interviewed in their homes or at a clinic, and offered them $75 for their
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time. In total, 574 of the 790 eligible individuals completed in-person
interviews. By the end of the study, we were unable to schedule an ap-
pointment with 192 people; 10 people refused to participate; and 14
were ineligible because they had died, had moved out of the state, or
did not speak English or Spanish. Our adjusted response rate was 74%.
Table 1 shows the characteristics of the survey population from which
the qualitative sample was drawn, the qualitative sample population,
and the respondents in the qualitative interviews. We used informa-
tion from the in-person survey to compare qualitative respondents and
nonrespondents and found that whites, lower-income individuals, and
high-school graduates with some college were more likely to participate
in the qualitative interviews.

The interview narratives covered an average look-back period of 30
months. Insurance status varied across participants and also, for individ-
ual participants, across time, as the look-back period was long enough
for many participants to go through periods of gaining and losing cov-
erage. In general, at the time of the interviews used for this analysis,
120 respondents received Medicaid during the 2008 expansion; an addi-
tional 191 received Medicaid through a 2010 expansion; and a few gained
Medicaid coverage outside these expansions as a result of new categorical
eligibility (such as through pregnancy). Of the rest, 139 were uninsured,
32 received Medicare, and 92 obtained private insurance. These num-
bers are approximate, as there were instances of churning, poor recall,
and apparent confusion for some respondents regarding their insurance
status(es).

Data Collection

The interviews were conducted in English and Spanish, and the aver-
age interview lasted approximately 1 hour. Although some interviews
were conducted in the participant’s home, most took place in the clinic.
Once a participant had been recruited and scheduled, the interviewers
reviewed a pre-interview report summarizing the participant’s earlier
survey responses. This report included the participant’s Medicaid insur-
ance history, Medical Outcomes Survey SF-8 health and mental health
scores, and Patient Health Questionnaire PHQ-8 depression scale scores.
The report also included earlier survey responses regarding the par-
ticipant’s chronic conditions, prescription drug usage, outpatient and
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inpatient utilization, and financial information related to medical costs
and debt. This information helped the interviewers shape the otherwise
unstructured interviews and focus on salient aspects of the participant’s
health care narrative. If, for example, the individual had been hos-
pitalized, the interviewer was instructed to ask for details about the
hospitalization.

The interviews began with a consent process and an introductory
script explaining the interview’s purpose. The interviewers then estab-
lished a time line of important life events, which the interviewers used
for marking the time of a respondent’s description of an experience.
This process helped us determine more accurately each participant’s
chronology of events and to keep track of the participant’s insurance
status as it changed throughout his or her narrative.

The 2011 interviews retrospectively explored the participant’s health
and his or her experiences with the health care system back to early
2008, which included the point at which the respondents participated
in the in-person survey between 2009 and 2010. A complete interview
guide is available in Appendix A.

All the interviewers were required to complete a postinterview assess-
ment form summarizing the interview as soon as it was completed. This
assessment form was crucial to highlighting key events in the narratives
and also to capturing details that might otherwise have been lost in the
transcription process, such as extreme emotion.

Qualitative Data Coding and Analysis

We transcribed and interpreted the interviews using framework
analysis,26 an approach common to qualitative data analysis in applied
policy research. Using a literature review and the results from the focus
groups, we created a preliminary coding dictionary, which we refined
as new themes emerged during data collection. About half the codes
were created to tag specific, concrete instances within a narrative, for
example, codes for emergency department utilization and any mention
of medical debt collections.

Additional subsets of codes were created to capture emotions and
experience-based concepts, such as optimism. The study team met
weekly to discuss emergent themes in the data and to add new codes as
the interview collection progressed. “Stigma” was an experiential code
that emerged during the data collection and was added to the coding
dictionary. We used the stigma code to tag instances when a partici-
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pant described a perception or fear of being treated poorly in a health
care context because of a particular attribute, such as insurance status,
inability to pay, race, ethnicity, or health condition.

Transcripts were coded by separate research assistants using ATLAS.ti,
and a member of the study leadership team reviewed and adjudicated
any discrepancies in coding. We reached saturation in our analysis of the
broad narratives regarding experiences of obtaining coverage or being
uninsured long before we did in exploring the subgroups’ experiences.
Nonetheless, we continued to offer all the participants an opportunity to
share their experiences with us in an open-ended fashion. After fielding,
we back-coded all the interviews with the last iteration of the coding
dictionary in order to prepare the final analytic data set. The coded
interview text was then sorted into families, and concepts were mapped
together into patterns for interpretation.

Quantitative Analysis

We merged the stigma code, an indicator for the absence or presence
of tagged stigma in the narratives, with the in-person quantitative sur-
vey data. To examine the sociodemographic attributes associated with
stigma, we conducted bivariate analyses using Pearson’s chi-square mea-
sure of independence and then included all the variables in an adjusted
multivariate regression. We examined whether stigma was associated
with race/ethnicity, age, gender, education, federal poverty level, obe-
sity, prestudy diagnosis of depression or other health conditions, and
type of insurance at the time of the in-person survey.

We used multivariate linear regression to examine the association
of stigma with access to care, quality of care, and self-reported health.
Within the domain of access, our dependent measures consisted of any
use of care, mean number of doctor visits, and a clinic-based, usual
source of care. Within the domain of quality, our dependent measures
were good, very good, or excellent quality of care (versus fair or poor)
and whether or not the participant had had all mental health and all
medical needs met in the prior 6 months. Within the domain of health,
our dependent measures were good, very good, or excellent self-reported
health (versus fair or poor); stable or improving health in the previous
12 months; and SF-8 Health Survey scores for mental and physical
health. Regression models were adjusted for age, race/ethnicity, gender,
prestudy diagnosis of diabetes or chronic health condition, education,
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federal poverty level, any insurance, employment status, and having a
clinic-based, usual source of care.

We fit linear models even with binary outcomes, consistent with our
previous study methodology and for ease of interpretation.5,27 Although
this approach poses no concern in fully saturated models,27,28 since our
models were not fully saturated, we examined sensitivity to our func-
tional form choice by examining logistic regression models, included as
Table A1 in Appendix A. We also tested the sensitivity of including
private and Medicaid coverage separately in the models (Table A2). All
statistical analyses were performed using STATA 12.1.

Results

Stigma in Health Care

Qualitative Evidence: Who Experiences Stigma, Where, and How. Even
without formally probing stigma, we found that 14% of respondents
described a stigmatizing experience in the health care system. The stigma
usually was related to insurance status or stereotypes regarding poverty.
Of those respondents reporting an experience of stigma, 33% were
uninsured and 67% were on Medicaid at the time of the experience,
although 13% of them had obtained private insurance in the interim.

Not all respondents reported the type of care location in which they
experienced stigma, especially because for some the feeling of being stig-
matized came from multiple providers and was not a single experience.
However, the narratives allowed us to isolate the location of stigma in
24 (just under half) of the interviews tagged with a stigma code, and 9
of these occurred in an emergency department (ED).

Internalized Stigma. Twenty percent of the respondents reporting
stigma explained their feelings as an internal sense of inadequacy, often
related to poverty and the experience of receiving public assistance. Many
described the sense of embarrassment they felt because of their inability
to obtain health insurance on their own:

I think that the kind of insurance you have identifies you as what kind
of group you fall in. [Having Medicaid puts me into the] broke, poor
class, the class that is welfare class. The doctor who’s sitting there,
he’s definitely upper class. Probably see me coming in and says, man,
I’m paying for this.
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For these low-income respondents, each interaction with the health
care system reminded them that they could not afford care without
assistance:

I’m very thankful that we have it and thankful that the Oregon Health
Plan gave us what we needed at that time when we couldn’t get it for
ourselves, but it’s not something I would want to stay on just because
every time you have to go up to that window and hand in your
Oregon Health Plan card, it’s like you saying, “I can’t do this on my
own.”

Experienced Stigma. Eighty percent of the time, stigma was grounded
in personal interactions with a provider or the health care system. Some-
times providers delivered this message directly: “This doctor said that I
was wasting taxpayer dollars. That my insurance [Medicaid]—the only
reason I had it was because people like him were paying for it.” Other
people felt singled out for being poor, as if they didn’t belong in the
health care setting.

The first time I went to the hospital for a follow-up, I had the security
guard following me around. He asked, “Sir, can I help you?” and I
told him I had an appointment. The guard asked “Where is it? I’ll
take you.” Take me he did.

Other respondents said that they felt disrespected during their experi-
ences with the health system. For example, one woman described her
visit as: “It felt like ‘Oh, she’s a welfare recipient, let’s just do this and
get her out.’ It wasn’t very professional.”

Substance Abuse: Compounded Stigma. For just under 10% of stigma-
coded interviews, stigma was associated with stereotypes of drug
abuse.

I got enough follow-up care to where I got the cast off and he gave
me a brace, and that was the last time I’ve seen the man. He knew I
was using drugs, so he was just really intolerant of me. He just didn’t
like me . . . he felt like he was putting back together somebody that
was worthless basically. That’s how I felt.

A different participant articulated a similar experience when she felt
that hospital staff had identified her as a substance abuser:

I have a hard time with some doctors because they are very patronizing
and condescending. I think the doctors out there need to know that
not everybody is a drug addict or everybody is going to see you just
to get you to write a prescription for drugs. I don’t like it when I’m
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treated like that, which I was when I went into the emergency room
in October after I hurt my back. I felt that the doctor I went to on
a follow-up for that lumped me into a drug addict category, and he
treated me bad and I left crying.

Comparing Stigma with Unsatisfactory Care. We examined the rela-
tionship between unsatisfactory care and stigma to make sure the con-
cepts were not being conflated. Unsatisfactory care experiences were
common. Of all respondents, 38% reported at least 1 episode of un-
satisfactory care. Seventeen percent of unsatisfactory care experiences
occurred while the respondents were privately insured, 47% while pub-
licly insured, and 36% while uninsured. The most common sources
of dissatisfaction were frustrations related to miscommunication with
providers and frustrations with ineffective treatments. For the Medicaid
and uninsured subset, unsatisfactory care experiences also included long
wait times, rushed service, and rotating physicians.

To better understand the relationship between unsatisfactory care and
the experience of stigma, we examined the co-occurrence of these 2 codes
in the qualitative data set: We calculated the number of times that they
were applied together to a single quotation of text in the narratives.
While stigma and unsatisfactory care were related, only 1 in 5 (21%)
of the respondents described both a stigma experience and unsatisfac-
tory care. Of the 216 respondents who reported at least 1 unsatisfac-
tory care experience, the stigma code was used with it only 8% of the
time.

Quantitative Evidence: Characteristics of Those Who Experience Stigma.
Stigma was not strongly related to sociodemographics or other char-
acteristics we examined, including gender, a prestudy diagnosis of a
chronic health condition, current criteria for obesity, race/ethnicity, or
level of poverty, though it should be noted our sample was largely in
poverty and white, non-Hispanic (Table 2). Individuals who had at-
tended college but had not graduated were more likely to report stigma
(X2 = 9.34, p < .05), as were people with a pre-baseline diagnosis of
depression (X2 = 4.34, p < .05). These associations were not significant
in the fully adjusted model, which had very low predictive power (R2 =
0.0372). There also was no relationship between stigma and age, or the
type of insurance that a participant had during the in-person survey;
see limitations and challenges section for discussion on insurance status
(Table 3).
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Table 2. Qualitative Respondents’ Characteristics, No Stigma Versus
Stigma

No Stigma Stigma p-
(%) (%) X2 Value

Race
White, non-Hispanic 70.3% 75.3% 0.835 0.360

Gender
Female 54.3% 64.2% 2.729 0.099

Education 9.337 0.025
Less than high school 19.3% 18.5%
High school diploma 44% 32.1%
Some college, no degree 25% 40.7%
4-year degree + 11.8% 8.6%

Federal poverty level (FPL) 3.341 0.502
Below 50% 26.4% 28.4%
50%-75% 9.6% 14.8%
75%-100% 17.4% 13.6%
100%-150% 22.2% 17.3%
Above 150% 24.3% 25.8%

Health characteristics
Depression diagnosis,

prestudy
34.9% 46.9% 4.336 0.037

One or more chronic
condition diagnosis,
prestudy

30.4% 32.1% 0.070 0.722

Obese 37.2% 38.3% 0.033 0.856

n = 574. Except for stigma, data source is self-reported survey data collected from Septem-
ber 2009 to December 2010. The stigma code was derived from qualitative interviews
conducted from May to September 2011.

We calculated Pearson’s chi-square test of independence comparing those with stigma with
those without.

We asked if the individual was ever diagnosed with depression, diabetes, high blood pres-
sure, congestive heart failure, high cholesterol, or heart attack. Individuals who reported
yes received a probe to determine if the diagnosis was made before the study.

Obesity is defined as a BMI of at least 30. BMI was collected during the in-person survey
and is not available as a prestudy measure.

Potential Consequences: Stigma as a Barrier to
Access and Quality

Qualitative Evidence. Twenty percent of those respondents who re-
ported stigma also reported a subsequent change in how they accessed
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care. Some described being told explicitly not to use preventive care
because they were on Medicaid, even though increasing the use of pre-
ventive care is one of the ACA’s key goals:

It was the receptionist or somebody that I talked to over there [who]
said, “Don’t be getting in the habit of doing this.” But all I was doing
was having my blood pressure checked. They were concerned about
the fact that I was using the funds to have that done . . . it definitely
made me feel like maybe I should be not doing this. Well, I won’t be
doing it again, not just to have my blood pressure checked. I haven’t
gone to the doctor for anything.

Another participant who had just obtained OHP went in for her first
primary care visit; her goal was to get a long-overdue Pap smear:

I felt like I was being judged for not having health insurance and for
not taking care of me. . . . I didn’t like how he made me feel at all.
When I left there, I was just real sad. I was supposed to reschedule an
appointment. But since he was rude to me, I didn’t reschedule that
appointment.

She left without the Pap smear. When the clinic later called to tell her
that she had been diagnosed with Hepatitis C, she decided to forgo
follow-up.

The experience of stigma sometimes influenced where the respondents
sought care. Although it was not always an insurmountable obstacle
to treatment, stigma impeded some participants’ access to the most
appropriate source of care. As one participant recounted:

Because after my medicine ran out, when I went in to see my doctor
I didn’t know that Clonazepam was a controlled substance and they
acted like I knew that. They made me totally feel like I relapsed
on drugs or something. They said, “Well, we’re not going to be
prescribing our Clonazepam anymore.” And so for a while, I went to
a doctor in Urgent Care and I told him what happened and he told
me that he would prescribe them for as long as he could. But just the
way that the other doctors made me feel about it, I just went off all
my medications.

This patient later started using the emergency department for her on-
going care.

Quantitative Evidence. We used the in-person survey data to explore
the effect of stigma on utilization (Table 4). Controlling for other char-
acteristics related to access, we found that stigma was not a significant
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predictor of having at least 1 outpatient visit or having a clinic-based,
usual source of care. We also found no statistical difference in the mean
number of visits for those patients who had 1 or more visits: Those who
had experienced stigma had an average of 5.8 outpatient visits, and those
without a stigmatizing experience had 6.3 (t = 0.404, df = 566, p =
0.686).

Participants who experienced stigma were less likely to report that
all their medical needs (p < .01) and mental health needs (p < .01) had
been met. Stigma was associated as well with lower perceptions of the
quality of care (p < .01).

Individuals who experienced stigma reported worse health outcomes.
They were disproportionately more likely to perceive their health as fair
or poor, rather than good, very good, or excellent (p < .05), and they
were less likely to report stable or improving health in the previous year
(p < .05). Individuals who reported stigma scored slightly lower on the
SF-8 indices of mental (p < .05) and physical health (p < .05).

Divergent Cases

While many of the qualitative interviews suggested that stigma led
people to avoid using care, several patients did not find the experience
of stigma to be a deterrent. One woman suffering from breast cancer
described her approach:

Unfortunately, if I can just get the bare minimum, OK, and then I’ll
go from there and see what else I can do. If that means keep climbing
up this mountain that I have to do to get good health care, then
I’ll do it. It’s unfortunate that somebody is looked at because of the
insurance, not as a human being who needs care.

Other respondents were very pleased when they changed providers and
were treated well:

I think when you’re on Oregon Health Plan, if you find a doctor
that doesn’t look at your medical card and looks at you instead, it’s
different. I have a doctor now who is awesome. He calls me and asks,
“How’s your shoulder? How’s this? How’s that?” We have a really
good relationship.

Even though a notable number of respondents reported experiencing
stigma while uninsured or on Medicaid, being or feeling stigmatized was
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not the norm. Some uninsured respondents told us that they were receiv-
ing high-quality and compassionate treatment through the safety net
and described, for example, doctors who went out of their way to secure
samples of medication they could not afford or continued to see them at
no cost after they lost their private coverage. Many participant narratives
highlighted the positive impact that Medicaid had had on their lives.
The benefit of public insurance for low-income adults has been well doc-
umented in our own work and in other studies.29,30 That the program can
have such a positive impact on recipients’ well-being only underscores
the importance of removing the barriers—such as stigmatization—that
prevent beneficiaries from making the most of their coverage.

Limitations and Challenges

Our mixed-method approach allowed us to identify stigmatizing health
care experiences and to examine these cases more closely using survey
data. This approach has several limitations, however. First, these qualita-
tive interviews were not specifically designed to explore issues of stigma
and how it relates to access; they were intended to assess patients’ care
experiences more generally and in the context of a study on health insur-
ance. Therefore, while 14% of respondents described an experience with
stigma, the prevalence of stigmatizing experiences among low-income
adults cannot be estimated using these data and is likely higher than
14%. Follow-up research that is explicitly designed to explore stigma
could yield richer results.

Second, the quantitative analysis examining associations between so-
ciodemographic characteristics and stigma is limited by sample charac-
teristics and study design; the majority of our study participants were
white and low-income, and we were unlikely to identify statistically
significant differences by race or poverty status. Similarly, while we can
identify the type of insurance people had when recounting stigma, we
cannot assign an insurance status to stigma when stigma wasn’t re-
ported in the qualitative interviews, making our coverage variable in
the regression model less accurate than our qualitative interviews for
understanding the relationship between insurance status and stigma.

Third, with this analysis we were unable to disentangle the com-
plex causal pathways between stigma, access, and other outcomes. All
the statistical relationships we identified are associational. It is certainly
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possible—indeed, likely—that there is a dynamic and evolving relation-
ship among health care access, health status, and experiences of stigma.

Fourth, combining the qualitative and quantitative data sources may
underestimate the magnitude of the relationship between stigma and the
survey measures of access, quality, and well-being. Our stigma narrative
was not specific enough to anchor the stigma experience to an event
that preceded the in-person survey or to the look-back period of the
survey questions, which ranged from 2 weeks (eg, SF-8) to 12 months
(eg, needs met). The in-person survey data were collected a minimum
of 5 months before the qualitative interviews. The time span covered
during the qualitative interviews was, on average, 2.5 years.

Finally, all participants lived near Portland, Oregon. Even though
its health delivery system and available resources are similar to those of
other cities, Portland is in some ways less diverse5 and has a political and
ideological profile different from that of other areas of the country. The
experiences of rural individuals, or those living in other communities,
might differ as well.

Discussion

Our qualitative interviews suggest that there is a stigma associated with
insurance status and that it can play an important but complex role in
the health care experiences of low-income adults.

Experiences of stigma did not appear to be concentrated in identifiable
socioeconomic or demographic groups within this particular low-income
sample. The source of feeling stigmatized sometimes reflected the indi-
viduals’ own sense of shame about being uninsured or on Medicaid but
more often was experienced as coming from a provider. Interpreting the
deeper causes of stigma is difficult. Most of our study participants were
in poor health, which comes with its own negative stereotypes. Never-
theless, no participant self-identified illness as the source of the stigma
that he or she felt; for these individuals the feeling and experience of
stigma was closely tied to the inability to procure coverage for oneself.
As one woman summed it up:

Even though you work but you can’t afford insurance, people still
frown on you because you simply have the Oregon Health Plan. It’s
like, “Oh, she is on welfare,” and I hate that label. In fact me and my
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doctor talked about it and I told him it’s not because I’m black, it’s
not because I’m a female, it’s because I’m on the Oregon Health Plan,
then I’m going to get an aspirin rather than something that will help
me more. . . . It makes you feel real low. It really does and I think
it’s so important that because like I said even though you do work,
you’ve got your pride, just because you got that card saying Oregon
Health Plan that means you’re just bottom of the list. You are not fit
for society.

Ours is not the first study to document this phenomenon. A fo-
cus group of physicians identified negative stereotypes of the unin-
sured and the “type of patient” that receives public assistance. The
authors of the study presented the additional concern that a physician’s
negative stereotypes can set the tone for how the office staff treat unin-
sured and Medicaid patients.17 Discrimination by providers may reflect
their political opinions about Medicaid, their frustration with Medicaid
reimbursement rates,31 or their feelings about the Affordable Care Act.32

Regardless of the source, these negative feelings often are perceptible to
the patient. Evidence that stigma is more commonly experienced than
internalized indicates that changing the providers’ behavior may be a
good way of reducing stigma.

Stigma was associated with health decline and poorer health across
several metrics. While the probability of having any visit and the mean
number of health care visits were basically the same, worse and worsening
health in the stigma group may indicate either the need for more care
or more effective care, and thus stigma can be thought of as a barrier to
access.

Stigmatizing experiences were associated with lower perceptions of
the quality of health care and with greater unmet needs. We should
point out, though, that the majority of respondents reporting a stigma
experience are nonetheless getting their needs met. Even if we under-
estimated unmet need, as noted in the discussion of study limitations,
patients’ responses to feeling stigmatized clearly are varied. While some
may subsequently avoid care, others ignore the perceived slight or switch
providers. Still, providers or care environments that fail to treat patients
with respect may be creating the risk that some will fail to receive nec-
essary care. This suggests that empowering patients may be another way
to reduce poor outcomes that may be associated with stigma.

Returning to Eisenberg and Power’s model of transforming coverage
to high-quality care, addressing stigma also seems to be an important
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component of the last vulnerability, which is in the quality of the care
provided. One respondent articulated a more subtle way in which quality
can be compromised when stigma is present:

What happens with people that live on an income such as I do is that
when other people start talking down to you, you don’t want to hear
any more because you don’t want to feel bad about yourself so you
shut down or don’t ask questions.

Even if stigma doesn’t change the way that people access care, it might
have a dampening effect on the impact of care provided.

Policy Implications

The ACA is expanding Medicaid to millions of low-income American
adults. Although Medicaid coverage has been shown to improve some
outcomes, earlier studies have not demonstrated that Medicaid leads to a
sizable improvement in objective health status or a sizable reduction in
health care costs, at least in the short term. To design the best Medicaid
programs and to plan for Medicaid expansions, policymakers need better
information about the mechanisms by which insurance coverage does
lead to health improvements, as well as the barriers that individuals
face as they try to use that insurance to access care and improve their
health care status. Our results indicate that the stigma associated with
Medicaid insurance may be one of these barriers.

Several states have made efforts to rebrand Medicaid, in part to combat
stigmatization and increase take-up.33 Such strategies may be particu-
larly effective in addressing internalized stigma, particularly since the
new health insurance exchanges will be subsidizing health insurance for
middle-income families and the Medicaid expansions will be changing
the profiles of Medicaid patients. Challenging the stereotypes of the
types of people who receive public assistance might alleviate some of
the reported shame regarding the inability to secure coverage on one’s
own and also is appropriate given the documented erosion of employer-
sponsored coverage.34

Other interventions may be necessary to reduce externally imposed
stigma, such as training providers to be aware that patients might
feel stigmatized. Like continuing education efforts to help providers
deliver more culturally sensitive care, dispelling assumptions about or
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stereotypes of poor people might mitigate interactions that cause a
patient to feel stigmatized.

Other government programs that have been traditionally stigmatized
may offer lessons. In 2010, the Agriculture Department launched a cam-
paign to encourage grocery stores and vendors that accept food stamps
to post signs reading “We Welcome SNAP Benefits,” and Agriculture
Secretary Tom Vilsack was quoted as saying: “Underscoring that SNAP
benefits are welcome, rather than merely accepted, signals an important
change in the way both retailers and program participants view these
benefits.”35

Conclusion

The Affordable Care Act has put insurance cards into the hands of
millions of low-income Americans, which will likely improve access,
quality, and continuity of care for many people.4,5

Our interview results suggest that Medicaid may be necessary but not
sufficient for access, as people see Medicaid insurance as different from
other insurance. Patients are sensitive to their low-income status, and
their perception of poverty-based prejudice may reduce the effectiveness
of their care.

The ACA’s Medicaid expansions provide a policy opening to address
access barriers and “points of resistance” that may separate coverage from
high-quality care. Addressing poverty or insurance-related stigma as it is
experienced in health care environments may offer another opportunity
to maximize the benefits of expanding public coverage.
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Appendix A: Interviewer Guide

Domains of Interest

Research question: What is the overall impact of gaining (or not having)
health insurance? Identifying mechanisms of change; answering how and
why health insurance (or lack thereof) leads to reported outcomes.
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Access and Use of Care (prevention, chronic,
acute/ER)

Explore if relevant: What happens when care is needed—where, how,
and why do they use care? What if they don’t use care? For those who
got OHP we want to know if there is a difference between uninsured
where/how/why and insured where/how/why.

Finances

Explore if relevant: What is the interaction between health and finances?
How do health and health care needs impact financial stability and vice
versa (how does stress of financial situation impact health?) For those
who got OHP what kind of impact does getting insurance have on
financial stability? Other ramifications of health care costs (housing,
bills, debt, stress)?

Social/Family Life (relationships, parenting,
social activities)

Explore if relevant: What is the interaction between health and so-
cial/life? What is the interaction between health and mental health?
General social support? How do health and the ability to access health
care affect relationships, parenting, and social activities, and vice versa
(health effects of isolationism? stress from family-related issues?)? For
those who got OHP, has insurance changed their ability to be engaged
in social and family life? How and why?

Employment

Explore if relevant: What is the interaction between health and em-
ployment (hours, type of work, how you do your work)? How do health
and the ability to access health care affect one’s employment situation in
terms of job type and stability? How does employment affect one’s health
(injuries on the job? work-related stress?) If there is a “transition” expe-
rience, what is the reason for it and how is their life different because of
it? For gainers of OHP how does having access to insurance change one’s
employment outlook and experiences, if at all? Future employment?
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Physical and Mental Health (including stress)

Explore if relevant: How does one’s physical and mental health affect the
rest of their life (employment, social, finances, etc.)? How do they cope?

Application Experience

Explore if relevant: What made them a successful applicant or what
contributed to them not being a successful applicant? Help from others
or from the system?

Application 
Process

Access, Use and 
Quality of CareFinances

Social/Family
Life

Employment

Physical and Mental 
Health

IMPACT of Gaining 

of Health Insurance
Health Insurance OR Lack 
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Table A1. Stigma’s Impact on Access, Quality, and Well-Being, Logistic
Regression

Odds- Pseudo R2
Ratio p-Value 95% CI (n)

Access
Any doctor visits in the

last year
0.906 0.787 0.442 to 1.854 0.3218

(556)
Clinic-based, usual

source of care
1.220 0.475 0.705 to 2.112 0.1636

(557)
Quality

Quality of care good,
very good, or excellent

0.382 0.002 0.210 to 0.695 0.0981
(460)

All medical needs met
in the last year

0.435 0.002 0.258 to 0.731 0.1016
(557)

All mental health needs
met in the last year

0.477 0.012 0.267 to 0.852 0.1758
(554)

Well-being
Health good, very

good, or excellent
0.556 0.036 0.321 to 0.962 0.1644

(557)
Health the same or

improved in the last
year

0.456 0.010 0.251 to 0.827 0.1335
(557)

Except for stigma, the data source is self-reported survey data collected from Septem-
ber 2009 to December 2010. The stigma code was derived from qualitative interviews
conducted from May to September 2011.

Models were adjusted for age, race/ethnicity, gender, prestudy diagnosis of depression
or chronic health condition, education, federal poverty level, employment status, any
insurance, and a clinic-based usual source of care (except the usual source of care model).

“Fair or poor” is the referent category in the quality of care and general health measures.
The look-back period was in the previous 12 months. Having physical or mental health
needs met includes those who did not report having any needs in the previous 12 months
and those who did have needs and reported that all needs were met. Quality of care was
contingent on using care.

PCS-8 and MCS-8 are from the short-form Medical Outcomes Survey. Questions in this
scale use a 2-week look-back period.
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Table A2. Stigma’s Impact on Access, Quality, and Well-Being,
Controlling for Private Insurance and Medicaid Versus Any Insurance

Change
Sample with R2
Mean Stigma p-Value 95% CI (n)

Access
Any doctor visits

in the last year
71.3% −2.8% 0.553 −11.9% to 6.4% 0.3292

(556)
Clinic-based,

usual source of
care

51.1% 3.8% 0.493 −7.1% to 14.7% 0.2112
(557)

Quality
Quality of care

good, very good,
or excellent

78.2% −17.3% 0.001 −27.7% to −6.8% 0.1035
(460)

All medical needs
met in the last
year

62% −18% 0.002 −29.2% to −6.7% 0.1111
(557)

All mental health
needs met in the
last year

76.4% −12.4% 0.011 −22% to −2.8% 0.1760
(554)

Well-being
Health good, very

good, or
excellent

60.2% −11.9% 0.030 −22.7% to −1.6% 0.2040
(557)

Health the same
or improved in
the last year

82.6% −11.9% 0.008 −20.7% to −3.1% 0.088
(557)

Physical health
(PCS-8) score

45.2 −2.59 0.030 −4.92 to −.249 0.2329
(556)

Mental health
(MCS-8) score

44 −2.70 0.039 −5.26 to −.135 0.2642
(556)

Except for stigma, the data source is self-reported survey data collected from September
2009 to December 2010. The stigma code was derived from qualitative interviews con-
ducted from May to September 2011. We treated dichotomous outcomes as continuous
and fit linear regression models.

Models were adjusted for age, race/ethnicity, gender, prestudy diagnosis of depression
or chronic health condition, education, federal poverty level, employment status, any
insurance, and a clinic-based usual source of care (except the usual source of care model).
Sample means are unadjusted.

“Fair or poor” is the referent category in the quality of care and general health measures.
The look-back period was in the previous 12 months. Having physical or mental health
needs met includes those who did not report having any needs in the previous 12 months
and those who did have needs and reported that all needs were met. Quality of care was
contingent on using care.

PCS-8 and MCS-8 are from the short-form Medical Outcomes Survey. Questions in this
scale use a 2-week look-back period.


